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Fewer antibiotics are being prescribed for

U.S. children

fter decades of being on the
Arise, antibiotic use by

American children fell by
almost 25 percent from 1996 to
2000, according to a new study
supported by the Agency for
Healthcare Research and Quality
(HS10391). More than half of the
decrease came from a drop in
antibiotics prescribed for childhood
ear infections. Attention to the link
between antibiotic resistance and
antibiotic overprescribing by public
health and professional groups and
the news media may have
contributed to this decline in
antibiotic prescribing, explains
Jonathan A. Finkelstein, M.D.,
M.PH., of Harvard Medical
School.

In this study, Dr. Finkelstein and
his colleagues analyzed claims data
for dispensed medication and
physician visits from nine health
maintenance organizations
(HMOs), which are part of the
HMO Research Network. The
Network is one of seven Centers
for Education and Research on
Therapeutics (CERTS) supported
by AHRQ. Each HMO provided
data on 25,000 children aged 3
months up to 18 years enrolled
between September 1, 1995 and
August 31, 2000. The researchers
linked antibiotic prescriptions with

diagnoses made during outpatient
visits and calculated the
contribution of each diagnosis to
changes in the overall rate of
antibiotic use.

From 1996 to 2000, rates of
antibiotic use for children 3 months
to less than 3 years decreased from
2.46 to 1.89 antibiotics (24
percent); for children 3 years to
less than 6 years from 1.47 to 1.09
antibiotics (25 percent); and for
children 6 to 18 years from 0.85 to
0.69 antibiotics (16 percent). In the
youngest age group, a drop in
antibiotic prescriptions for ear
infections accounted for 59 percent
of the total decrease. Fewer
antibiotic prescriptions for
cold/upper respiratory infection
accounted for 8 percent of the
decline; pharyngitis, 6 percent;
sinusitis, 3 percent; and bronchitis,
4 percent. Also, use of first-line
penicillin for antibiotic prescribing,
as recommended by national
guidelines, increased from 49 to 53
percent.

More details are in “Reduction
in antibiotic use among U.S.
children, 1996-2000,” by Dr.
Finkelstein, Christopher Stille,
M.D., M.PH., James Nordin, M.D.,
M.PH., and others, in the
September 2003 Pediatrics 112(3),
pp. 620-627. 1
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Pharmaceutical Research

Giving disadvantaged inner-city adults systemic corticosteroids
after ED treatment for acute asthma may prevent relapses

isadvantaged inner-city
D adults with poorly controlled

asthma often end up in the
emergency department (ED) or are
hospitalized for acute asthma
episodes. These same adults are
prone to relapse for weeks
following acute asthma treatment,
which can lead to another hospital
visit. A short course of oral
corticosteroids (for example,
prednisone) following ED treatment
for an acute asthma episode may
prevent these relapses, according to
a recent study that was supported by
the Agency for Healthcare Research
and Quality (HS09461).

Yvonne M. Coyle, M.D., of the
University of Texas Southwestern
Medical Center, and her colleagues
followed a group of 309 adults.
Most of the subjects were black or

Hispanic and had been discharged
from a public hospital ED following
acute asthma care between 1997 and
1999. The researchers identified
which care processes were effective
for improving peak expiratory flow
rate (PEFR, strength of expiration, a
key indicator of lung function in
people with asthma) 2 to 3 weeks
after ED discharge. After adjusting
for known patient risk factors for
lower PEFR (for example, smoking,
upper respiratory tract infection in
the past month, and indoor allergen
exposure), they assessed the
association between recommended
acute asthma care processes
(inhaled beta-agonists, inhaled
corticosteroids, systemic
corticosteroids, asthma care
followup, and patient asthma
education) and PEFR change
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between baseline (when they
received acute asthma care) and
followup.

Only the appropriate use of
systemic corticosteroids at ED
discharge had a significant effect on
increasing the percentage change in
PEFR at the 2- to 3-week followup.
However, the appropriate use of all
processes of acute asthma care was
positively associated with an
increase in the percentage change in
PEFR.

More details are in
“Effectiveness of acute asthma care
among inner-city adults,” by Dr.
Coyle, Corinne C. Aragaki, Ph.D.,
Linda S. Hynan, Ph.D., and others,
in the July 14, 2003 Archives of
Internal Medicine 163,
pp- 1591-1596. A

Use of antidepressants for
elderly primary care patients
has increased markedly

y some estimates, as many as one-sixth of
B elderly Americans suffer from clinical

depression. Elderly patients are more likely
than younger ones to feel the stigma of depression,
report fatigue and other somatic symptoms instead of
psychological ones, and prefer treatment by their
primary care physicians (PCPs). In fact, primary care
prescribing of antidepressants for elderly patients
increased markedly between 1985 and 1999, according
to a study supported by the Agency for Healthcare
Research and Quality (HS09566).

This was probably due to a combination of factors,
says Stephen Crystal, Ph.D., of Rutgers University.
These include: introduction of a new class of
antidepressants in 1988—the selective serotonin

Mary L. Grady, Managing Editor

Gail Makulowich, Contributing Editor
Joel Boches, Design and Production
Karen Migdail, Media Inquiries

2

Number 279, November 2003

reuptake inhibitors (SSRIs)—which have fewer side-
effects than earlier antidepressants; increased
recognition of depression by PCPs; and financial

| continued on page 3 |
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Antidepressants
continued from page 2

incentives leading to more reliance on antidepressants
instead of more costly psychotherapy. Dr. Crystal and
his colleagues used data from the National
Ambulatory Medical Care Survey, a nationally
representative annual survey of visits to physicians in
office-based practices, to examine changes from 1985
to 1999 in diagnosis of depression and prescription of
antidepressant medications during visits by elderly
patients to PCPs, psychiatrists, and other specialists.
The majority of depression visits and visits where
an antidepressant was prescribed were to PCPs in all
time periods examined. Prescribing of antidepressants

(from 2.4 percent of visits to 4.9 percent), with PCPs
increasing their use of antidepressants from 3 percent
to 6.3 percent of visits. Between 1993-1994 and 1997-
1999, there was a significant increase in the rate at
which SSRIs were prescribed during visits by elderly
patients, with SSRIs accounting for over half (52
percent) of all antidepressants prescribed in 1997-
1999.

More details are in “Trends in elderly patients’
office visits for the treatment of depression according
to physician specialty: 1985-1999,” by Jeffrey S.
Harman, Ph.D., Dr. Crystal, James Walkup, Ph.D.,
and Mark Olfson, M.D., M.P.H., in the July 2003
Journal of Behavioral Health Services & Research
30(3), pp. 332-341. 1

more than doubled between 1985 and 1998-1999

Nursing Research

Computerized ICU information systems
can significantly reduce time spent by
nurses on documentation

computerized medical

information management
system in hospital intensive care
units (ICUs) can significantly
reduce the time spent by ICU
nurses on documentation and give
them more time for direct patient
care, according to a study that was
funded in part by the Agency for
Healthcare Research and Quality
(HS11375 and HS11521). These
systems use Windows NT as the
operating system for bedside
workstations and servers, use a
relational database to store and
manipulate data, and have
improved graphics and user
interfaces.

A research nurse observed ICU
care and recorded moment-to-
moment all of the tasks performed
by ICU nurses before and after
installation of the information
system in a 10-bed surgical ICU at
a Veterans Affairs medical center.
The results showed a decrease
in the time spent

Installing a modern

AHRY

on documentation from 35.1
percent of the nurses’ time to 24.2
percent of their time. This equates
to saving 52 minutes in an 8-hour
shift or more than 1 hour in a 12-
hour shift. In addition, the number
of times a nurse interrupted other
tasks to document care decreased
from eight times to less than three
times per hour, thus enabling them
to complete more tasks without
interruption.

At the same time, the
researchers documented an
increase in time spent on direct
patient care from 31 percent of
nurses’ time to 40 percent of their
time. Time spent on patient
assessment, considered a critical
part of direct patient care, more
than doubled to 9 percent of their
total time.

Electronic information
management systems similar to
the one studied could be expected
to reduce the amount of nurses’
time spent on documentation tasks

continued on page 4 |
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Wong, Pharm.D., M.D., of the
Veterans’ Affairs Long Beach
Healthcare System.

system,” by Dr. Wong, Yvonne
Gallegos, R.N., M.S.N., Matthew
B. Weinger, M.D., and others, in

Computerized
information systems

continued from page 3

in similar ICU settings, after
appropriate training, according to
the study’s lead author, David H.

For more information, see
“Changes in ICU nurse activity
after installation of a third

generation ICU information

Quality of Care/Patient Safety

the October 2003 issue of Critical
Care Medicine 31(10),
pp. 2488-2494. &

Researchers examine the impact of hospital volume on length

of stay, readmissions, and patient outcomes

s evidence mounts that
Ahigh-volume hospitals have

better outcomes for selected
surgical procedures, interest in
volume-based referral initiatives is
growing. On the other hand, payers
want to know whether volume
standards will also reduce costs and
use of resources. The following two
studies, which were supported in
part by the Agency for Healthcare
Research and Quality, address these
issues.

Hodgson, C.D., Zhang, W.,
Zaslavsky, A.M., and others.
(2003, May). “Relation of hospital
volume to colostomy rates and
survival for patients with rectal
cancer.” (AHRQ grant HS09869).
Journal of the National Cancer
Institute 95(10), p. 708-716.

This study found that patients
with rectal cancer who undergo
surgery at a hospital that performs
a high volume of these surgeries

have better survival rates and are
less likely to have a permanent
colostomy than similar patients
treated in low-volume hospitals.
The investigators examined the
association between hospital
volume and colostomy rates,
postoperative mortality, and overall
survival of 7,257 patients with
stage I, I1, or III rectal cancer
identified from the California
Cancer Registry from 1994 through
1997. They linked the registry data
to hospital discharge abstracts and
zip-code-level data from the U.S.
Census.

One-third of these patients
received a permanent colostomy,
which has been associated with
depression, poor social functioning,
and sexual dysfunction. After
adjusting for demographic, clinical,
and other factors, patients at
hospitals that performed less than
seven such surgeries each year
(hospitals in the lowest volume

quartile) had 37 percent greater risk
of having a permanent colostomy
than those treated at hospitals that
performed more than 20 such
surgeries each year (highest volume
quartile). Patients in the lowest
volume hospitals also had nearly
three times the likelihood of dying
within 30 days and a 28 percent
greater risk of dying within 2 years
than those in the highest volume
hospitals.

Stratifying patients by tumor
stage and coexisting illness did not
appreciably affect the results. Also,
pathologists evaluated fewer lymph
nodes surrounding tumors removed
in low-volume hospitals, suggesting
that cancer staging may be less
thorough at these hospitals.
Identifying processes of care that
contribute to these differences may
improve patients’ outcomes in all
hospitals, suggest the researchers.

| continued on page 5
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Hospital volume

continued from page 4

Goodney, P.P., Stukel, T.A., Lucas,
F.L., and others. (2003, August).
“Hospital volume, length of stay,
and readmission rates in high-
risk surgery.” (AHRQ grant
HS10141). Annals of Surgery
238(2), pp. 161-167.

This study demonstrates that
high-volume hospitals do not have
shorter hospitals stays or lower
readmission rates than low-volume
hospitals for Medicare patients
undergoing high-risk procedures.
To the extent that length of stay
and readmission rates reflect
overall hospital costs, referral of
patients to high-volume hospitals
seems more likely to decrease
mortality than the cost of

delivering high-risk surgery,
conclude the researchers.

They used the 1994-1999
national Medicare database to
study postoperative length of stay
and readmission rates within 30
days of hospital discharge after 14
high-risk cardiovascular and cancer
procedures. They examined the
relationship between length of stay,
30-day readmission, and hospital
volume, adjusting for patient age,
sex, race, coexisting illnesses,
illness severity at admission, and
mean social security income. The
nature of the procedures
themselves was a more important
determinant of hospital stay and
30-day readmission rates than
hospital volume.

Mean postoperative length of
stay ranged from 3.4 days for

carotid endarterectomy to 19.6 days
for esophagectomy. Mean length of
stay at very-low-volume and very-
high-volume hospitals differed by
more than 1 day for six procedures.
However, the mean length of stay
was shorter in high-volume
hospitals for three procedures
(pancreatic resection,
esophagectomy, and cystectomy)
but longer for three other
procedures (aortic and mitral valve
replacement and gastrectomy). The
30-day readmission rate also varied
widely by procedure, ranging from
9.9 percent for nephrectomy to 22.2
percent for mitral valve
replacement. However, volume was
not related to 30-day readmission
rate for any procedure. H

Duration of catheterization and other factors increase the
likelihood of catheter-related urinary tract infection

to urinary catheters carries an almost three-fold

increased risk of death, even when other factors
are considered. In a study supported by the Agency for
Healthcare Research and Quality (HS11540), University
of Michigan Health System researchers Sanjay Saint,
M.D., M.PH., and Carol E. Chenoweth, M.D., examined
factors that increase the risk of catheter-related UTI and
proper management of such infections. They point out
that urinary catheters develop biofilms (a collection of
microbial organisms surrounded by a matrix of
primarily polysaccharide materials) on their inner and
outer surfaces once they are inserted. The biofilm allows
microbes to attach to catheter surfaces in a way that
makes it difficult to remove them with gentle rinsing.

Because the most important risk factor for UTI is

duration of catheterization, the researchers recommend
that indwelling urethral catheterization be avoided or at
least limited whenever possible. Additional methods to

Hospital-acquired urinary tract infection (UTI) due

prevent catheter-related UTI include aseptic insertion
and maintenance, use of a closed drainage system, anti-
infective catheters in patients at high risk of infection,
and use of systemic antibiotics in select patients.

Alternative urinary collection strategies may be
appropriate in certain patient groups. Specifically,
condom catheters should be considered in men likely to
comply with this urinary collection method, suprapubic
catheters should be considered in patients requiring
long-term indwelling drainage, and intermittent
catheterization may be appropriate in patients with
injured spinal cords. The investigators call for more
research on additional methods for preventing this
common hospital infection, which entails an average
cost of $558 to $676 per episode.

More details are in “Biofilms and catheter-associated
urinary tract infections,” by Drs. Saint and Chenoweth,
in Infectious Disease Clinics of North America 17,
pp. 411-432,2003. &
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asterisk (*) are available from AHRQ’s clearinghouse. Items with a double asterisk (**) are also available through AHRQ
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Fewer Medicare patients hospitalized for heart failure died in
the 1990s, but shorter hospital stays may be a problem

bout half of patients who
Adevelop heart failure,

mostly elderly patients, will
die within 5 years of their
diagnosis. Among patients
hospitalized for heart failure in
Ohio, in-hospital mortality declined
substantially between 1991 and
1997. But 30-day mortality
declined far less than in-hospital
mortality, indicating that mortality
shortly after discharge increased,
according to a recent study that was
supported by the Agency for
Healthcare Research and Quality
(HS09969). This raises concerns
that shorter hospitals stays may be
causing adverse consequences for
heart failure patients, concludes
David W. Baker, M.D., M.PH., of
Case Western Reserve University.

Dr. Baker and his colleagues

linked databases from the
Cleveland Health Quality Choice

(CHQC) program and Medicare to
identify first hospital admissions
for heart failure and death rate.
They used medical chart data from
CHQC to analyze trends in
mortality adjusted for patient risk
of death based on illness severity.
At baseline (1991), crude in-
hospital, 30-day, and 1-year
mortality rates were 6.4 percent,
8.6 percent, and 36.5 percent,
respectively. Risk-adjusted in-
hospital mortality declined
markedly, dropping 3.7 percent, a
52.8 percent relative decrease.

However, 30-day mortality only
decreased by 1.4 percent, a 15.3
percent relative decrease, primarily
due to a marked rise in the risk of
death in the period immediately
after discharge.

During the same time, the mean
length of hospital stay for heart
failure dropped steeply from 9.2

days to 6.6 days (a 33 percent
relative decrease). This trend raises
concerns that over time, more
patients may have been discharged
in unstable condition. One-year
mortality dropped 5.3 percent, a
14.6 percent relative decrease.
Expanded use of angiotensin-
converting enzyme inhibitors and
more aggressive treatment of
hypertension in heart failure
patients may have contributed to
improvements in 30-day and 1-year
survival.

See “Mortality trends for 23,505
Medicare patients hospitalized with
heart failure in Northeast Ohio,
1991-1997,” by Dr. Baker, Doug
Einstadter, M.D., M.P.H., Charles
Thomas, M.S., and Randall D.
Cebul, M.D., in the American
Heart Journal 146, pp. 258-264,
2003. 1

California HMOs rely on informal evaluations of quality, not
hospital report cards, to select hospitals for contracting

eographic convenience and price may be the
Gdominant considerations in hospital contracting
among California health maintenance
organizations (HMOS), according to this survey of
California HMO executives. The survey found
substantial interest in hospital quality measures but
little evidence that HMOs weigh such measures
heavily in selecting hospitals for their members. To the
extent that HMOs consider hospital quality, they tend
to rely on measures that poorly discriminate levels of
quality, such as accreditation, or poorly defined
concepts such as reputation and commitment to
quality improvement. These are the findings of a
recent study that was supported by the Agency for
Healthcare Research and Quality (HS08574).

HMOs find it more expedient to “flag” problematic
hospitals based on the Joint Commission on
Accreditation of Healthcare Organizations’ widely
accepted review process or rare disciplinary actions by

6
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public agencies than to use other available measures of
quality, according to Julie A. Rainwater, Ph.D., and
Patrick S. Romano, M.D., M.P.H., of the University of
California, Davis. They contacted all 47 licensed
HMOs and the sponsors of all 90 employee medical
benefit plans in California that had at least 1,000
participants. Thirty of the 47 eligible HMOs
responded.

HMO executives reported basing their contracting
decisions primarily on hospital accreditation, location,
and price. Although they considered hospital quality
important, they relied primarily on accreditation,
government disciplinary actions, reputation, and
member satisfaction as measures of quality. HMO
executives were concerned about the limitations of
available data on hospital quality of care and
uncomfortable weighting these data heavily in
selecting network hospitals. Policymakers and

continued on page 7 |
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Quality evaluations
continued from page 6

producers of hospital quality report cards will need to
address these problems by providing more timely data

See “What data do California HMOs use to select
hospitals for contracting?”” by Drs. Rainwater and

with longitudinal followup and external validation,

conclude the researchers.

Romano, in the August 2003 American Journal of
Managed Care 9(8), pp. 553-561. 1

Researchers examine use of the Internet, e-mail, and telephone
triage for medical advice

ow Americans communicate
Hwith their doctors and

obtain medical information
has changed dramatically. Many of
the two-thirds of U.S. adults with
Internet access use the Internet for
medical information. Many more
would like to e-mail their doctors
for advice, prescription refills, and
other matters. A growing number
of patients also receive after-hours
advice from nurses at telephone-
triage centers. The following two
studies, which were supported by
the Agency for Healthcare
Research and Quality (HS10604),
examined use of the Internet, e-
mail, and telephone triage for
medical advice.

Baraff, L.J., Wall, S.P., Lee, T.J.,
and Guzy, J. (2003, July). “Use of
the Internet and e-mail for
medical advice and information
by parents of a university
pediatric faculty practice.”
Clinical Pediatrics, pp. 557-560.

This survey of a sample of
parents who brought their children
to a university-affiliated pediatric
practice for care found that 91
percent of them had Internet
access, and 87.5 percent had an e-
mail address. About half used the
Internet for medical information,
and about 30 percent used it to get
information about a specific acute
or chronic medical illness.

Only 15 percent had
communicated with a physician by
e-mail in the past year. However, an

AHRR
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additional 49 percent indicated that
they would like to communicate
with their physicians by e-mail.
Three-quarters were willing to
receive information about well
child care and general health
newsletters from the pediatric
group practice by e-mail.

Parents more often rated
physician telephone advice very
good or excellent than nurse
practitioner telephone advice (76
vs. 56 percent). Only 47 percent
considered Internet information
about a specific illness to be very
good or excellent. About 70 percent
would like to be able to ask their
doctor medical-related questions by
e-mail, make appointments, request
prescription refills, and receive test
results online. However, doctors do
not currently use e-mail with their
patients due to a perceived increase
in workload and issues of patient
confidentiality.

Lee, T.J., Baraff, L.J., Guzy, J.,
and others. (2003, July). “Does
telephone triage delay significant
medical treatment?” Archives of
Pediatric and Adolescent Medicine
157, pp. 635-641.

By the end of 1996, telephone
triage services were available to 35
million people and were expected
to reach 100 million people by the
end of 2001. Call centers in which
specially trained nurses provide
medical advice using standardized
protocols have the potential to
improve the quality of advice and

http://www.ahrq.gov/

reduce the demand for health care
services, according to this study. It
found that the level of triage advice
to parents from on-call
pediatricians and advice nurses was
remarkably similar, and that neither
type of telephone advice delayed
significant medical treatment
(treatment that, if delayed, could
potentially result in significant
problems).

The investigators randomly
assigned 1,182 calls to a university-
affiliated general pediatrics
practice to on-call pediatricians
(566) or advice nurses (616) at a
large telephone triage service. They
classified advice as emergency
department (ED) or urgent care
(call 911, go to the ED, or obtain
urgent care); office care (visit a
doctor’s office within 72 hours),
and self-care. They conducted
followup telephone interviews with
callers 72 to 96 hours after the
initial advice call about the advice
they received and any health care
visits made within 72 hours of the
call.

The types of telephone triage
advice given by the physician and
advice nurse groups were not
significantly different. There was
no significant difference in the
proportion of callers in each group
who sought unadvised care (20
percent). Only 4 percent of patients
in both groups received significant
treatment after seeking unadvised
care (most often a prescription for
antibiotics). l

/
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Managed Care

Lack of insurance and living in an area with greater managed
care activity reduce access to care

coverage for part of a year or an entire year and

those living in areas with more managed care are
more likely to have problems accessing care than
others. In fact, greater managed care activity is
associated with less favorable access to care,
regardless of insurance status, notes David Litaker,
M.D., Ph.D,, of the University Hospital of Cleveland,

Individuals who do not have health insurance

and Randall D. Cebul, M.D., of Case Western Reserve

University.

In a study supported in part by the Agency for
Healthcare Research and Quality (National Research
Service Award training grant T32 HS00059), they
surveyed Ohio households in 1998 to examine the
association between managed care activity and
individuals’ access to care, medications, supplies,
and/or medical equipment in the past year and
differences in this relationship by insurance status.

Overall, 8 percent of the 15,613 adults surveyed
said they had an access problem in the year prior to

the survey. The most common problems reported were

inability to obtain dental care (30 percent),
medications or prescriptions (22 percent), or care by a
physician (14 percent). More of those who were
continuously uninsured had access problems (31
percent) than those who were intermittently (25
percent) or continuously insured (5 percent).

The proportion of residents with access problems
also differed significantly across zip codes, with 7.7
percent in areas of low managed care penetration
reporting problems with access to care, compared with
9.2 percent of those in areas of high managed care
penetration. Individuals living in areas with more
managed care had 28 percent higher odds of reporting
problems obtaining care than those elsewhere.
Difficulties meeting health care needs within each
stratum of insurance status were increasingly common
as the level of managed care activity increased.

See “Managed care penetration, insurance status,
and access to health care,” by Drs. Litaker and Cebul,
in the September 2003 Medical Care 41(9),
pp. 1086-1095. W

Managed care patients’ concerns about conflict of interest may
be harming their relationship with their doctors

anaged care patients
rarely ask doctors directly
about conflict of interest.

Yet, many doctors believe that
patient concerns that doctors may

withhold needed medical care from

them due to pressures from
insurers to reduce costs may be
harming the doctor-patient
relationship and damaging their
own sense of professional worth.
That’s the conclusion of a study
supported by the Agency for
Healthcare Research and Quality
(HS09982). Physicians should be
alert to patients’ implicit
expressions of concern about
conflicts of interest and practice
communication techniques for
responding to these concerns

8
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effectively, suggests Wendy
Levinson, M.D., of the University
of Chicago.

Dr. Levinson and her colleagues
audiotaped four in-depth focus
group sessions held in May 2000,
with 39 community physicians in
Portland, OR, a highly penetrated
managed care market. As part of
the discussions, they also asked the
physicians to listen to an
interchange between a patient with
headaches who wanted magnetic
resonance imaging (MRI) to rule
out cancer, despite the expense of
the test, and to evaluate eight
different hypothetical responses
that physicians might make to the
patient.

Four major themes surfaced
multiple times throughout the
discussion groups. Managed care
patients rarely asked their
physicians directly about conflicts
of interest; instead, they raised the
topic indirectly, for example, by
asking the doctor for repeated
explanations of why a specific
referral or diagnostic test was
unnecessary. Most of the
physicians believed that patient
concern about conflicts of interest
was leading to worrisome changes
in the doctor-patient relationship.
Rather than being seen as a trusted
source of health care advice,
physicians believed some patients

| continued on page 9 |
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Conflict of interest
continued from page 8

saw them as agents of the health
plan, a perception that diminished
their sense of professional worth.
In response to the patient’s MRI

request, physicians preferred
strategies that addressed the
worries of the patient or that
identified a common goal through
negotiation.

See “Patient-provider
discussions about conflicts of

interest in managed care:
Physicians’ perceptions,” by Rita
Gorawara-Bhat, Ph.D., Thomas H.
Gallagher, M.D., and Dr. Levinson,
in the August 2003 American
Journal of Managed Care 9,

Health Care Costs and Financing

pp. 564-571. W

Rising health care costs may underlie the decline in
employment of people with costly chronic conditions

new book presents the latest research on the
Acauses of the decline in employment of

working-aged people with disabilities.
According to one chapter, the rising prevalence of
high-cost chronic conditions and reduced employment
of people with disabilities who have such conditions
accounted for a small amount of the overall decline in
employment.

In the chapter, Steven C. Hill, Ph.D., of the Agency
for Healthcare Research and Quality, and his Cornell
University colleagues analyzed data from the 1987
National Medical Expenditure Survey and the 1996
and 1997 Medical Expenditure Panel Surveys to chart
the rising prevalence of chronic conditions and to
compare expenditures and health insurance coverage
of working-aged people with chronic health conditions
in 1987 and 1996-1997.

They also used data from the 1984-1996 National
Health Interview Survey to measure the rising
prevalence of high-cost chronic conditions and trends
in employment among working-aged people with work
limitations. Analysis revealed that mean health care
costs increased 10 percent between 1987 and 1996-
1997 for all working-aged people, but they increased
by 37 percent for those with high-cost chronic
conditions such as HIV, liver cancer, multiple sclerosis,
and schizophrenia.

AHRR
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The proportion of working-aged people with high-
cost chronic conditions rose by nearly half from 1.1
percent in 1987 to 1.6 percent in 1996-1997. Among
people with work limitations, the percentage with
high-cost chronic conditions increased from 5.4
percent in 1984-1987 to 7.0 percent in 1993-1996. The
employment rate of those with high-cost chronic
conditions, including those without disabilities, fell by
3.4 percent over the period, while the employment rate
of all other health care cost groups significantly
increased. Among people with work limitations, those
with high-cost chronic conditions were less likely to
be employed than other disabled workers.

See “Rising health care expenditures and the
employment of people with high-cost chronic
conditions,” by Dr. Hill, Gina A. Livermore, Ph.D.,
and Andrew J. Houtenville, Ph.D., in The Decline in
Employment of People with Disabilities: A Policy
Puzzle (pp. 181-215). David C. Stapleton and Richard
V. Burkhauser, editors. Kalamazoo, MI: Upjohn
Institute, 2003. Chapter reprints (AHRQ Publication
No. 03-R062) are available from AHRQ.* H
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Prevention Research

Celebrity spokespersons can have a substantial impact on
cancer screening rates

elebrity spokespersons are
‘ often used to market

medications and other
health-related products to the
public. These spokespersons can
also prompt people to get screened
for cancer, concludes a new study.
It found that a televised colon
cancer awareness campaign by
Katie Couric was temporally
associated with an increase in
colonoscopy use.

Following the tragic death of her
42-year-old husband from colon
cancer, the NBC anchor-person
underwent a live, on-air
colonoscopy on the Today Show.
This event was the cornerstone of a
week-long series promoting colon
cancer awareness and endorsing
colorectal cancer screening. During
colonoscopy, which is
recommended every 10 years
starting at age 50, a flexible tube
with a light and camera on the end
is inserted into the rectum to

permit visualization of the entire
colon.

Peter Cram, M.D., M.B.A., of
the University of Michigan School
of Medicine, and colleagues
compared colonoscopy use rates
before and after Ms. Couric’s
televised series using two
databases: one containing data on
95,000 colonoscopies performed by
a voluntary consortium of 400
endoscopists from July 1998 to
December 2000, and one
containing data on colonoscopies
received by 44,000 adult members
of a managed care organization.
The number of colonoscopies
performed per consortium
physician per month after Ms.
Couric’s campaign increased
significantly from 15 before the
campaign to 18 afterwards. Among
managed care patients,
colonoscopy use increased from 1.3
procedures per 1,000 members per
month before the program to 1.9
procedures after the program.

A significantly higher post-
campaign colonoscopy rate was
sustained for 9 months after the
campaign (1.3 per 1,000 members
in the 14 months prior to the
campaign versus 1.8 in the 9
months afterwards). This “Couric
effect” did not extend to other
cancer screening activities. For
example, rates of prostate-specific
antigen screening for prostate
cancer and mammography testing
for breast cancer did not increase
among managed care members in
the 9 months after the program.
This study was supported in part by
the Agency for Healthcare
Research and Quality (National
Research Service Award training
grant HS00053).

See “The impact of a celebrity
promotional campaign on the use
of colon cancer screening,” by Dr.
Cram, Mark Fendrick, M.D., John
Inadomi, M.D., and others, in the
July 14, 2003 Archives of Internal
Medicine 163, pp. 1601-1605. B

Individuals who are uninsured for 6 months or more are less
likely to use preventive care services

early one in five nonelderly U.S. adults—
Nmostly the poor, minorities, and less educated

individuals—were uninsured in the first half of
2000. Individuals without health insurance coverage
for 6 months or more have reduced use of preventive
care services, conclude Heather L. Bednarek, Ph.D., of
St. Louis University, and Barbara Steinberg Schone,
Ph.D., of the Agency for Healthcare Research and
Quality. They used data from the 1996 Medical
Expenditure Panel Survey to assess the association
between preventive care services (for example,
mammograms, cholesterol checks, Pap smears, and
influenza shots) and the length of time with insurance

all 12 months.

during a 12-month period: insured all 12 months,

10
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insured 7-11 months, insured 1-6 months, uninsured

Even after controlling for other factors, individuals
who lacked insurance for longer periods had lower
rates of preventive care use. Individuals who had
continual insurance coverage during the entire period
had dramatically higher rates of preventive service use
than those who lacked coverage for all 12 months.
Differences ranged from 10.2 percentage points for
influenza immunizations (19.7 vs. 9.5 percent) to 37.6
percentage points for mammograms (66.7 vs. 29.1
percent). With the exception of blood pressure checks,
physical exams, and prostate exams, they also found

| continued on page 11 |
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Preventive care services
continued from page 10

modest differences in use of preventive care between
the continually insured and those covered for only 1 to

6 months.

However, rates of preventive care use for
individuals with 7 to 11 months of coverage (short-
term uninsured) were indistinguishable from the
continually insured. For the most part, there was no

difference in use of preventive care by people who
were continually or partially insured with public or

private insurance.

AHRQ.** W

See “Variation in preventive service use among the
insured and uninsured: Does length of time without
coverage matter?” by Drs. Bednarek and Schone, in
the Journal of Health Care for the Poor and
Underserved 14(3), pp. 403-419, 2003. Reprints
(AHRQ Publication No. 03-R066) are available from

Independent task forces release recommendations on skin

cancer prevention

esearch results on skin cancer
Rprevention published in the

October 17, 2003, issue of the
Centers for Disease Control and
Prevention’s Morbidity and Mortality
Weekly Report Recommendations
and Reports offer recommendations
for educational and policy
approaches in primary schools, as
well as recreational and tourism
settings, to encourage people to wear
hats or other garments to limit sun
exposure.

Among other findings are
conclusions that further research is
needed to understand the
effectiveness of interventions in
areas such as child care centers and
workplaces, as well as mass media
campaigns. The role that counseling
by primary care clinicians plays in
changing patient behaviors to reduce
skin cancer risk also was reviewed.

This is the first combined
publication from two leading
independent panels: the U.S.
Preventive Services Task Force,
which is supported by the Agency
for Healthcare Research and Quality,
and the Task Force on Community
Preventive Services, which is
supported by CDC. By coordinating
the release of their
recommendations, the task forces
provide a comprehensive perspective
of what works in doctors’ offices,
workplaces, schools, and
communities to promote health and
prevent disease.

Sy S B http://www.ahrq.gov/

Skin cancer is the most common
cancer in the United States. In 2003,
it is estimated that about 54,000
Americans will be diagnosed with
melanoma, the deadliest form of
skin cancer, which is expected to
account for 7,700 deaths. The most
preventable risk factor for skin
cancer is unprotected ultraviolet
exposure, yet at least 50 percent of
children and adults do not protect
themselves adequately from
exposure to the sun’s UV rays. While
knowledge of the risk of sun
exposure and the use of sunscreen
and other forms of sun protection
have improved over the past two
decades, a gap still exists between
knowledge and behavior.

The U.S. Preventive Services Task
Force and the Task Force on
Community Preventive Services
anticipate an opportunity for future
joint releases on clinical and
community approaches to disease
prevention. An example is an
upcoming report on the effectiveness
of informed and shared
decisionmaking strategies to help
people decide about getting
preventive screening tests. These
findings will be released in the
American Journal of Preventive
Medicine in January 2004. In
addition, CDC'’s Task Force on
Community Preventive Services is
evaluating the interventions to
increase delivery of cancer screening
tests recommended by the U.S.
Preventive Services Task Force.

Since 1990, the U.S. Preventive
Services Task Force
recommendations, considered the
gold standard for clinical preventive
services, have been published in a
wide variety of academic journals,
and the recommendations are
disseminated to clinicians. The Task
Force on Community Preventive
Services, established in 1996,
releases its findings to a wide
variety of public health
decisionmakers as the Guide to
Community Preventive Services. It
represents the community-based
counterpart to the U.S. Preventive
Services Task Force. To date, 88
community guide findings have been
published, providing new resources
for public health leaders to help
make decisions about the application
of limited public health resources.

For more information on the new
recommendations on skin cancer
prevention, go to www.cdc.gov/
mmwr/mmwr_rr.html. For additional
information on the Task Force on
Community Preventive Services
or the Guide to Community
Preventive Services, go to
www.thecommunityguide.org/. For
more information on the U.S.
Preventive Services Task Force
recommendation, go to
www.ahrq.gov/clinic/3rduspstf/
skcacoun/skcarr.htm. For additional
information on the U.S. Preventive
Services Task Force’s Guide to
Clinical Preventive Services, go to
www.ahrq.gov/clinic/cps3dix.htm. Il
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Special Populations

Nearly half of elderly Mexican Americans who suffer a heart
attack die of another heart attack within 7 years

early half of Mexican-American elders who
‘ \ | said they had suffered a heart attack died of

another heart attack within 7 years, according
to a study supported in part by the Agency for
Healthcare Research and Quality (HS11618).
Preventing heart attacks is particularly important in
this ethnic group to avoid early mortality, conclude
Max E. Otiniano, M.D., M.P.H., and colleagues at the
University of Texas Medical Branch.

In the study, they examined the heart attack
incidence, prevalence, and 7-year mortality rates
among 3,050 Mexican-American elders in five
Southwestern States. They assessed sociodemographic
factors, health factors, and self-reported heart attack
during interviews at baseline (1993-1994), as well as
new heart attacks in 1995-1996, 1998-1999, and 2000-
2001.

Overall, 9.1 percent of those interviewed said they
had suffered a heart attack at baseline. New heart
attack incidence was 6.1 percent, 9.1 percent, and 7.9
percent, respectively, for the three subsequent

followup interviews. Of the Mexican-American elders
who said they had suffered a heart attack during the
initial interview, nearly half (42.4 percent) had died of
heart attack by the 7-year followup. Older age, male
sex, diabetes, hypertension, and stroke were
significantly associated with heart attack at baseline.
Age was a significant predictor for new heart attack at
each followup.

Having impaired function in activities of daily
living, such as dressing or feeding oneself, nearly
tripled the likelihood of self-reported heart attack.
Limitations in carrying out instrumental activities of
daily living, such as doing housework or shopping,
more than doubled the likelihood of heart attack.

See “Self-reported heart attack in Mexican-
American elders: Examination of incidence,
prevalence, and 7-year mortality,” by Dr. Otiniano,
Kenneth J. Ottenbacher, Ph.D., Kyriakos S. Markides,
Ph.D., and others, in the July 2003 Journal of the
American Geriatrics Society 51, pp. 923-929. B

Racial differences exist in survival following cardiac arrest,
specialty treatment for scleroderma, and access to care

acial disparities exist in
Rlong-term mortality among

elderly blacks and whites.
Black patients are less likely than
white patients to undergo a
potentially life-saving procedure,
which may explain in part their
lower rate of survival following
cardiac arrest, according to a recent
study that was supported in part by
the Agency for Healthcare
Research and Quality. Similarly,
even though blacks have more
emergency visits and
hospitalizations for scleroderma
than whites, suggesting they have
more severe disease, they are
referred less often to specialized
centers for treatment, according to
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a second AHRQ-supported study. A
third AHRQ-supported study
confirms that blacks and other
minorities have much more
difficulty than whites in accessing
care, and they use less care. The
three studies are described here.

Groeneveld, P.W., Heidenreich,
P.A., and Garber, A.M. (2003,
July). “Racial disparity in
cardiac procedures and mortality
among long-term survivors of
cardiac arrest.” (NRSA training
grant T32 HS00028). Circulation
108, pp. 286-291.

Implantable cardioverter-
defibrillators (ICDs)—devices that
automatically shock the heart to

http://www.ahrq.gov/

convert irregular, life-threatening
heartbeat to normal rhythm—can
improve survival after cardiac
arrest. In this study, the researchers
examined Medicare records to
assess whether there are racial
disparities in the use of life-saving
procedures after cardiac arrest, and
whether differences in procedure
rates may contribute to black-white
differences in long-term mortality.
The researchers examined data
on 5,948 Medicare beneficiaries
(5,429 white and 519 black) aged
66 or older who survived to
hospital discharge between 1990
and 1999 after admission for
cardiac arrest. They developed a

| continued on page 13 |
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Racial disparities
continued frompage 22

model to identify predictors of
death following cardiac arrest,
including demographic and clinical
factors and receipt of cardiac
procedures, and followed the
patients for a median of 4.8 years.
By December 1999, 50 percent of
patients had died.

After stratifying patients by race,
ICDs reduced the mortality ratio by
half for both white and black
patients (0.53 and 0.50,
respectively). However, blacks were
only half as likely as whites to
receive either an ICD or a coronary
revascularization procedure
(angioplasty or bypass surgery).

Nietert, P.J., and Silver, R.M.
(2003). “Patterns of hospital
admissions and emergency room
visits among patients with
scleroderma in South Carolina,
USA.” (AHRQ grant HS10871).
Journal of Rheumatology 30(6),
pp. 1238-1243.

Scleroderma is a disease
characterized by degeneration of
the connective tissue of the skin,
lungs, and internal organs,
especially the esophagus and
kidneys. The disease can progress
from thickening of skin on the face
and fingers, to joint deformity and
pain, and finally to kidney and
heart failure from damaged organs.
This study found that blacks and
women are more affected by the
disease than whites and men. In
addition, blacks visit the hospital
and emergency department (ED)
for scleroderma crises more than
whites, suggesting more severe
disease, but they are less likely to
be referred to a specialized
scleroderma center.

These findings highlight a
potential racial disparity in access
to optimal health care services for

AHRR
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scleroderma patients, conclude the
investigators. They analyzed data
on all South Carolina
hospitalizations from 1996 to 2000
to identify patients hospitalized for
scleroderma and used the 2000
U.S. Census data to determine
population incidence rates across
race, sex, and age groups. Of the
785 scleroderma patients identified,
blacks had a 66 percent higher rate
of hospitalization for scleroderma
than whites and a 78 percent higher
rate of ED use. Blacks were more
likely than whites or patients of
other races to have hospital
admissions classified as
emergencies.

Even after adjusting for sex, age,
income, insurance status, and other
factors, blacks were 60 percent less
likely than whites to receive
inpatient treatment at the Medical
University of South Carolina
(MUSC), a major referral center
for patients with scleroderma in the
Southeastern United States. The
researchers found similar results
when they compared other minority
patients with white scleroderma
patients. Males and younger
patients also were more likely to be
referred to MUSC than women and
older patients.

Lurie, N., Zhan, C., Sangl, J., and
others. (2003, July). “Variation in
racial and ethnic differences in
consumer assessments of health
care.” American Journal of
Managed Care 9, pp. 502-509.
Surveys of how white and
minority consumers assess the
health care they receive revealed
that minority patients have much
larger problems with access to care
and less use of health care than
whites. These differences suggest
compromised quality of health care
for minorities and opportunities for
improving care quality, conclude
AHRQ researchers Chunliu Zhan,

http://www.ahrq.gov/

M.D., Ph.D., Judith Sangl, Sc.D.,
and Arlene S. Bierman, M.D., M.S.
Along with their colleagues from
RAND and the Centers for
Medicare & Medicaid Services,
they analyzed data from 160,694
responses from members of 307
commercial health plans and
177,489 responses from Medicare
beneficiaries in 308
Medicare+Choice managed care
plans to the 1999 Consumer
Assessment of Health Plans Study
(CAHPS®) survey.

The researchers compared global
care and composite ratings as well
as access to and use of care as
reported by whites, blacks,
Hispanics, and Asians. Blacks rated
their care and their doctors higher
than whites (82.35 and 83.94 vs.
80.42 and 81.59, respectively),
while Asians rated their care and
doctors lower than whites (78.52
vs. 80.42 and 80.29 vs. 81.59).
Blacks reported better experience
with care than whites (perhaps due
to lower expectations), but
Hispanics and Asians reported
worse experiences.

All minority groups reported
more problems with access to care
and less use of health care than
whites. Whites were consistently
more likely than others to report
having any medical visits, having a
personal doctor, seeing a specialist,
and seeing a specialist when they
felt it was necessary. These racial
differences in assessment of access
and use varied greatly from plan to
plan, suggesting that some plans
have more serious disparities than
others, note the researchers. They
call for an in-depth study of “best
practice” plans to eliminate
disparities in care.

Reprints (AHRQ Publication
No. 03-R063) are available from
AHRQ.**
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Kawasaki syndrome is the leading cause of nhoncongenital heart

disease among U.S. children

new study suggests that the incidence of
AKawasaki syndrome (KS)—an acute febrile

illness of unknown etiology—has not markedly
changed in the United States over the past decade. KS
usually strikes children under the age of 5 and is more
common among boys and people of Asian descent.
Children are typically hospitalized after they develop a
fever, red eyes and lips, strawberry tongue, rash, and
swollen lymph nodes. If KS is not diagnosed and
treated rapidly with intravenous gamma globulin, it
can result in heart damage and death.

Robert Holman, M.S., of the Centers for Disease
Control and Prevention, along with other colleagues at
the CDC and Claudia A. Steiner, M.D., M.P.H., of the
Center for Delivery, Organization, and Markets,
Agency for Healthcare Research and Quality, analyzed
hospital discharge records from the 1997 and 2000
Kids’ Inpatient Database (a large national all-payer
database of pediatric hospital discharges) to identify
children with a KS diagnosis. They weighted these KS
discharges to estimate the number and rate of KS-
associated hospitalizations for the United States.

In 2000, about 4,248 hospitalizations associated
with KS occurred in the United States, and the median
age of patients at admission was 2 years. Children

under 5 years of age accounted for 3,277 of these KS
hospitalizations (77 percent), and there was a KS
hospitalization rate of 17.1 per 100,000 children. This
rate was similar to the 1997 rate of 17.6 per 100,000
children. These rates are similar to estimates in other
U.S. studies for the late 1980s and 1990s, suggesting
that incidence rates haven’t changed much. This is in
contrast to Japan—which has the highest annual
incidence of KS in the world, with 112 cases per
100,000 children—where KS incidence reportedly has
increased by more than 1.5 times between 1987 and
1998.

Among U.S. children younger than age 5 in 2000,
the rate of KS hospitalizations was highest among
Asian and Pacific Islander children, followed by the
rate for black children (39 and 19.7 per 100,000
children, respectively). No deaths associated with KS
were reported among hospitalized children.

See “Kawasaki syndrome hospitalizations in the
United States, 1997 and 2000,” by Robert C. Holman,
M.S., Aaron Y. Curns, M.PH., Ermias D. Belay, M.D.,
and others, in the September 2003 Pediatrics 112(3),
pp. 495-501. Reprints (AHRQ Publication No. 04-
R002) are available from AHRQ.** H

Functional limitations and family stressors worsen psychosocial
adjustment among disabled school-aged children

isabled children with
D learning impairments and

family burdens such as
poverty or maternal depression are
more likely to have poor
psychosocial adjustment than other
disabled children, according to a
study supported in part by the
Agency for Healthcare Research
and Quality (HS11254 and
National Research Service Award
training grant T32 HS00063).

Whitney P. Witt, Ph.D., M.PH.,

of Northwestern University and
formerly of Johns Hopkins
University, and colleagues analyzed
data from the 1994 and 1995
National Health Interview Surveys,
Disability Supplement, which
provide data on a nationally
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representative sample of disabled
children aged 6 to 17 years and
their mothers. They examined the
association between the children’s
functional status, family stressors,
and psychosocial adjustment.

Over one-fifth of disabled
children suffered from more than
one functional limitation, and 11
percent experienced poor
psychosocial adjustment, especially
in the areas of peer relations (17
percent) and hostility (13 percent).
Nearly one-quarter of the families
reported substantial work, sleep, or
financial problems as a result of
the child’s disability.

Physical limitations by
themselves were not detrimental to
children’s psychosocial adjustment.

http://www.ahrq.gov/

Children with self-care or mobility
problems did not have significantly
different psychosocial adjustment
scores than disabled children
without such problems.

On the other hand, children with
disabilities who also had
limitations in learning or
communication were 4 and 1.6
times, respectively, more likely to
experience adjustment problems
than disabled children without
these limitations. Mothers with
poor health and distress or
depression were 70 and 90 percent
more likely, respectively, to have a
child who was maladjusted. When
mothers reported that the child’s
disability caused a work, sleep, or

continued on page 15 |
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Disabled children

continued from page 14

financial burden and when families
were impoverished, children were
about twice as likely to have poor
psychosocial adjustment as
disabled children without these
problems. These findings

disabilities.

HIV/AIDS Research

underscore the need to support the
mental health care needs of all
family members in order to foster
good mental health in children with

See “Childhood functional
status, family stressors, and
psychosocial adjustment among

school-aged children with
disabilities in the United States,” by
Dr. Witt, Anne W. Riley, Ph.D., and
Mary Jo Coiro, Ph.D., in the July
2003 Archives of Pediatric and
Adolescent Medicine 157,

pp. 687-695. A

Immune activation and related loss of infection-fighting T cells
are driven by HIV infection and not illicit drug use

ntil now, it was believed that women infected
l | with the human immunodeficiency virus (HIV)

who use illicit drugs would have increased levels
of immune system activation (due to chronic stimulation
of antibodies in response to drugs recognized as
“foreign” by the body) that leads to loss of infection-
fighting CD4 T cells. However, the Women’s
Interagency HIV Study (WIHS) concludes that immune
activation is driven by HIV infection and not illicit drug
use.

This multicenter longitudinal study of the impact of
HIV infection on women enrolled 2,059 HIV-positive
and 569 HIV-negative women at six clinical sites in
1994 and 1995. WIHS is cosponsored by the Agency for
Healthcare Research and Quality, the National Institutes
of Health, and the Centers for Disease Control and
Prevention.

For this WIHS study, lead author, Alan Landay,
Ph.D., of Rush Medical College, and his colleagues
examined levels and changes in markers of immune
maturity, function, and activation in CD4 and CD8 T
cells in 176 HIV-positive and 48 high-risk HIV-negative
women at baseline and every 6 months over 3 years.
Their goal was to investigate the relationship between

HIV-1 RNA level and these immune markers and to
describe the impact of other HIV-specific factors (for
example, use of highly active antiretroviral therapy) and
demographic and behavioral factors on these
relationships.

Higher HIV-1 RNA level (greater number of virus
copies per mL of blood, an indicator of more advanced
disease) was strongly associated with lower CD4 and
CDS cell counts. In CD4 cells, increased activation
occurred at HIV-1 RNA levels greater than 40,000
copies/mL of blood, whereas increased activation in
CDS cells occurred at much lower HIV-1 RNA levels
(less than 400 copies/mL). However, drug use was not
significantly associated with activation or loss of CD4
or CD 8 cells in either baseline or later analysis. There
was no significant difference in CD4 activation among
drug users and non-drug users or among HIV-
seronegative and HIV-seropositive women.

See “Correlates of immune activation marker
changes in human immunodeficiency virus (HIV)-
seropositive and high-risk HIV-seronegative women who
use illicit drugs,” by Dr. Landay, Lorie Benning, M.PH.,
James Bremer, Ph.D., and others, in the July 15, 2003
Journal of Infectious Diseases 188, pp. 209-218. B

Researchers report recent findings from the HIV Cost and

Services Utilization Study

he HIV Cost and Services
I Utilization Study (HCSUS)
is a nationally representative
study of 2,864 adults infected with
the human immunodeficiency virus
(HIV) that causes AIDS who
received health care in the United

AHRR
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States in 1996. HCSUS was
conducted under a cooperative
agreement between RAND and the
Agency for Healthcare Research
and Quality (HS08578) and led by
Martin F. Shapiro, M.D., Ph.D., of
RAND and the University of

http://www.ahrq.gov/

California, Los Angeles Medical
School, and Samuel A. Bozzette, of
RAND and the University of
California, San Diego. Five recent
HCSUS studies are summarized
here.

continued on page 16 |
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HCSUS research

continued from page 15

London, A.S., Foote-Ardah, C.E.,
Fleishman, J.A. and Shapiro,
MLF. (2003, June). “Use of
alternative therapists among
people in care for HIV in the
United States.” American Journal
of Public Health 93(6), pp. 980-
987.

These researchers found that
about 15 percent of people
receiving medical care for HIV
also use complementary care
provided by alternative therapists
such as massage therapists,
acupuncturists, or herbalists, and
that certain patients are more likely
to use complementary and
alternative medicine (CAM)
providers than others. The
researchers analyzed baseline
HCSUS interviews conducted with
2,754 patients that included
questions about use of alternative
therapists within the past 6 months.
Among those who had used an
alternative therapist, 54 percent had
fewer than five visits in the past 6
months.

Gays and lesbians were more
likely to use alternative providers
than heterosexuals. Those whose
income was above $40,000 were
also more likely to use alternative
providers than people with an
income below $5,000, as were
those who lived in the Northeast
and West compared with those who
lived in the South. Patients who
were depressed were more likely
than those who screened negatively
for depression to use CAM
providers, as were patients who
wanted more information about and
involvement in their care.

People who believed that
antiretroviral therapy was definitely
worthwhile were somewhat less
likely to have visited an alternative
therapist in the past 6 months than
people who were not as confident
about the medication. Among those
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who had used an alternative
therapist, people who had private
insurance had significantly more
visits than people who did not have
insurance, suggesting that private
insurance reduces financial access
barriers to some kinds of CAM
providers.

Reprints (AHRQ Publication
No. 03-R046) are available from
AHRQ.**

Tucker, J.S., Burnam, ML.A.,
Sherbourne, C.D., and others.
(2003, May). “Substance use and
mental health correlates of
nonadherence to antiretroviral
medications in a sample of
patients with human
immunodeficiency virus
infection.” American Journal of
Medicine 114, pp. 573-580.

Antiretroviral medication
regimens for HIV infection are
complex and inconvenient, often
produce side effects, and must be
taken consistently for long periods
of time. Not taking the medications
as directed can compromise their
long-term effectiveness and lead to
development of HIV medication
resistance. HIV-infected patients
with substance abuse or mental
health problems, which are
common in HIV patients, are much
less likely to comply with
antiretroviral medication regimens,
according to this study.

The study involved 1,910
HCSUS patients who reported their
adherence to antiretroviral
medication regimens over a 1-week
period in 1997 and 1998. Patients
were considered adherent if they
missed no medications at all during
the week and if all medications
were taken exactly as directed “all
of the time.” Adherence was
achieved by nearly half of patients
who did not have a probable
psychiatric disorder or use illegal
drugs. However, only 36 percent of
those with a psychiatric problem
and 39 percent of those who used
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illegal drugs reported adherence to
their antiretroviral treatment.

Patients suffering from
depression, generalized anxiety
disorder, or panic disorder were
more likely to not adhere to the
therapy than those without a
psychiatric disorder. Similarly,
users of cocaine, marijuana,
amphetamines, or sedatives in the
previous month were more likely
than other patients not to comply
with therapy. Finally, compared
with patients who did not drink,
those who were moderate, heavy, or
frequent heavy drinkers were more
likely to be nonadherent. These
associations could not be explained
by demographic, clinical, or
treatment factors.

Chan, K.S., Orlando, M., Joyce,
G., and others. (2003, May).
“Combination antiretroviral
therapy and improvements in
mental health: Results from a
nationally representative sample
of persons undergoing care for
HIV in the United States.”
Journal of Acquired Immune
Deficiency Syndromes 33, pp.
104-111.

An initial assessment of HCSUS
patients in 1996 and 1997 indicated
that nearly half suffered from a
psychiatric problem such as
depression or anxiety. However,
mental health has improved for
many individuals in this group in
recent years, coinciding with use of
combination ART that substantially
lowers HIV-related complications
and deaths. This is the first study to
document a global improvement in
mental health, regardless of
treatment profile, in a broadly
representative sample of
HIV/AIDS patients during the ART
era, possibly due to better quality
of life and the promise of extended
survival. It also shows an ART-
specific effect on improved mental
health.

continued on page 17 |
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To test whether mental health
improvement among HIV-infected
patients was directly related to ART
or global optimism about HIV
prognosis, these researchers
examined the change in psychiatric
symptoms among 2,466 HIV-
infected people participating in
HCSUS from a baseline (January
1996 to April 1997) to the first
followup interview about 8 months
later. They examined changes in
psychiatric symptoms as a function
of changes in CD4 counts (with
higher counts indicating a stronger
immune system), treatments for
opportunistic infections (more
common with advanced HIV
disease), and HIV physical
symptoms. They examined these
changes separately in patients who
maintained ART, initiated ART,
never received ART, or changed to
a less recommended drug regimen
during the study.

Overall, the proportion of the
sample screening positive for four
psychiatric disorders (major
depression, prolonged mild
depression or dysthymia,
generalized anxiety disorder, and
panic attacks) declined from 48
percent to 37 percent at the
followup interview. The reduction
in psychiatric symptoms was
comparable across all treatment
groups, suggesting a global effect.
However, in patients who initiated
ART, fewer psychiatric symptoms
were significantly related to all
three markers of physical health:
higher CD4 counts, fewer
opportunistic infection treatments,
and reduced HIV symptoms,
suggesting a treatment effect. In
contrast, for those who stopped
taking ART or never received it
during the study period, a decrease
in psychiatric symptoms was
primarily related to reductions in
HIV symptoms.
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Galvan, F.H., Burnam, M.A., and
Bing, E.G. (2003, May). “Co-
occurring psychiatric symptoms
and drug dependence or heavy
drinking among HIV-positive
people.” Journal of Psychoactive
Drugs Suppl 1, pp. 153-160.

Based on data from 2,864
HCSUS participants, one-third of
people receiving care for HIV in
the United States in 1996 had
psychiatric symptoms without drug
dependence or heavy drinking
problems in the previous year.
About 6 percent had either or both
drug dependence symptoms or
heavy drinking without psychiatric
symptoms. Overall, 13 percent had
co-occurring psychiatric symptoms
and either or both drug dependence
symptoms or heavy drinking.
Sixty-nine percent of those with a
substance abuse problem also had
psychiatric symptoms, and 27
percent of those with psychiatric
symptoms also had a substance
abuse problem.

The odds of having a coexisting
condition were higher for males,
heterosexuals, and people with
more HIV-related symptoms. The
odds were lower for people living
with AIDS, blacks, people who
were gay or sexually abstinent,
those living with a spouse, those
aged 50 or older, and those with
private insurance.

Dobalian, A., Andersen, R.M.,
Stein, J.A., and others. (2003,
Spring). “The impact of HIV on
oral health and subsequent use of
dental services.” Journal of
Public Health Dentistry 63(2),

pp- 78-85.

More than one-third of HIV-
infected people develop oral
lesions. Untreated oral disease can
interfere with talking, chewing, and
swallowing and lead to weight loss
and malnutrition. This HCSUS
study is the first study to examine
the relationship between the need
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for dental care and potentially
competing mental and physical
health needs of people who have
HIV. The researchers found that
people who have more HIV-related
symptoms and a diagnosis of AIDS
have a greater need for dental care
than those who have fewer
symptoms and do not have AIDS.
However, more p